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RICKY /lAy HEMOPHILIA RELIEF FLIND - PETITION 

SECTION D. PERSONAL REPRESENTATIVE 

Complete this section if you are the attorney or other representative for the eligible individual. If 
this section is completed, all communications related to this petition will go to the personal 
representative. 

Check instructions for Section D. 

Name: __________________________________________________________ __ 

Address: ____________________________________________________________ _ 

City: ________________________ _ State: ________ _ Zip: ______ _ 

Daytime phone: ________________ _ Filing for: ____________________________ __ 

Nature of relationship to eligible 
individual (~attorney, guardian, other): ____________________________________ _ 

Does the eligible individual have the legal capacity to receive payments? 

[l Yes-OR-

[l No. Iu., a minor or an individual who is otherwise incompetent). 

If no, please explain: ________________________________________________ _ 

Signature of Personal Representative: ________________________________________ __ 

SECTION E. SIGNATURE OF PETITIONER 

This section is required of all petitioners 

Check the instructions for Section E. 

Reminder: Attach all necessary documentation. See Documentation Checklist. 

I swear or affirm under penalty of perjury that the information in this petition and all submitted documentation 
is true and correct to the best of my knowledge, information, and belief (18 USC §1621). 

Name (printed clearly or typed): ____________________________________________ _ 

Signature: __________________________________ _ Oate: ________________ _ 

Submit this petition and the required medical and legal documentation to: Ricky Ray Program Office 
Bureau of Health Professions 
5600 Fishers lane, Room 8A·54 
Rockville, MO 20857 

PUBLIC BURDEN STATEMENT 

An agency may not conduct or sponsor, and any person is not required to respond to, a collection of information unless 
it displays a currently valid OMB Control Number. The OMB Control Number for this project is 0915-0244. Public 
reporting burden for this collection of information is estimated to average 3 hours per response, including the time for 
reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and completing and 
reviewing the collection of information. 

HRSA-541 (5{00) PAGE 3 OF 3 



850 

42 CFR Ch. I (10–1–13 Edition) Pt. 130, App. C 

VerDate Mar<15>2010 12:48 Dec 02, 2013 Jkt 229185 PO 00000 Frm 00860 Fmt 8010 Sfmt 8006 Y:\SGML\229185.XXX 229185 E
R

31
M

Y
00

.0
07

<
/G

P
H

>

eh
ie

rs
 o

n 
D

S
K

2V
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R



851 

Public Health Service, HHS Pt. 130, App. C 

VerDate Mar<15>2010 12:48 Dec 02, 2013 Jkt 229185 PO 00000 Frm 00861 Fmt 8010 Sfmt 8006 Y:\SGML\229185.XXX 229185 E
R

31
M

Y
00

.0
08

<
/G

P
H

>

eh
ie

rs
 o

n 
D

S
K

2V
P

T
V

N
1P

R
O

D
 w

ith
 C

F
R

PAGE 2 RICKY RAy HEMOPHILIA RELIEF FUND - PETITION INSTRUCTIONS 

3. Multiple surviving children or surviving parents may submit one joint petition for the one, shared 
payment ~ the surviving children when there is no surviving spouse, or the surviving parents 
when there is no surviving spouse or surviving children). Survivors may also submit separate peti­
tions. 

4. Keep a copy of all forms and documentation for your own records. 

CHANGES IN INFORMATION PROVIDED 

Should there be a change in the information you provided with your Petition, you are required to notify 
the Ricky Ray Program Office at the address above. Please note that if you fail to provide us with this 
information, we may not be able to contact you directly with information on the next steps in process­
ing your petition. 

FILLING OUT THE PETITION 

SECTION A - INSTRUCTIONS 

This section is required for all petitioners 

This section describes the individual with a blood-clotting disorder, who was treated with antihemo­
philic factor, and who has HIY. Enter the requested information. 

• Name: The full name of the individual with a blood-clotting disorder and HIV. 

• Social Security Number: That individual's 9-digit Social Security Number. 

• Date of Birth: That individual's date of birth (month, day, and year). 

• If the individual is no longer living, provide the date of death: That individual's date of death, if 
applicable (month, day, and year). 

• If the individual with a blood-clotting disorder and HIV is living: 

- Address: That individual's current home address. 

- City: That individual's current city of residence. 

- State: That individual's current state of residence. 

- Zip: The 5 or 9 digit zip code of that individual's current residence. 

- Daytime phone: That individual's daytime telephone number, including the area code. 

If the individual with a blood-clotting disorder and HIV lives outside of the United States of 
America, in the State field, enter the country. In the Zip field, use any applicable mailing code. In 
the phone field, include the international dialing code for the country. 
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PAGE 4 RICKY RAy HEMOPHILIA RELIEf FUND - PETITION INSTRUCTIONS 

• Name: The survivor's full name. 

• Social Security Number: The survivor's 9-digit Social Security Number. 

• Date of Birth: The survivor's date of birth (month, day, and year). 

• Address: The survivor's current home address. 

• City: The survivor's current city of residence. 

• State: The survivor's current state of residence. 

• Zip: 5 or 9 digit zip code of the survivor's current residence. 

• Daytime phone: The survivor's daytime telephone number, including the area code. 

If the survivor filing the petition lives outside of the United States of America, in the State field, 
enter the country. In the Zip field, use any applicable mailing code. In the phone field, include the 
international code for the country. 

• Survivorship (check one): Check the first box if you are a survivor of the individual with HIV and 
a blood-clotting disorder. Check the second box if you are a survivor of a person with HIV who is 
not the individual with a blood-clotting disorder (~ the lawful spouse, the former lawful 
spouse or the child). If you are a survivor of both, you may be eligible for two payments. In that 
case, file two separate petitions; check the first box in one petition and the second box in the other. 

• Nature of the survivor's relationship to the individual in Section A or the person in Section B 
(check one): Check the appropriate box to indicate whether you were the lawful husband or wife 
at the time of the death of the person with HIV; the child or stepchild, where there is no surviving 
spouse; or the parent, where there is no surviving spouse or surviving children. 

• Surviving children or parents (check one): Check the first box if you are the only survivor of the 
person with HIV who is eligible for payment under the Act. Check the second box if there are 
other eligible survivors. If you checked the second box, provide further information for each of 
the other el igible survivors: 

- Name: The name of the survivor(s) other than yourself; and 

- Relationship: The relationship to the person with HIV who died. (.e.g,., child, parent). 

Four areas are provided on the form. If you need more space, use additional paper and list all 
eligible survivors. 

AMENDMENT TO A PREVIOUSLY SUBMITTED PETITION -INSTRUCTIONS 
Complete this section only if you are a survivor amending a petition 

Under three specific circumstances described below, survivors of persons with HIV must file an 
amendment to a previously submitted petition in order to retain the original assigned order number 
and to receive payment under the Act. Survivors must use the petition form to amend a petition. If you 
meet any of the three circumstances, check the box and fill in the full name of the petitioner whose 
petition you are amending. 

• If you are a survivor of a person who has already submitted a petition, but who died before 
receiving a compassionate payment, check the box and fill in the name of that deceased indi­
vidual. 

(Amendment continued, next page) 

l it YO. u~aVE! a/1yque.stions. ,gotothe Ricky Ray web-site, www'hrSlI,gOVfl)hpr/rickyray:urcaiJ:tlieloIHreel 
.number,NISS-496-0338. 
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PAGE 6 RICKY RAY HEMOPHILIA RELIEf FUNO - PETITION INSTRUCTIONS 

• Signature: An original signature in ink . 

• Date: Date petition was signed (month, day, and year). 

USE OF SOCIAL SECURITY NUMBERS 

Pursuant to the Debt Collection Improvement Act of 1996, and in furtherance of the Ricky Ray Hemo­
philia Relief Fund Act of 1998, the Petition asks petitioners to provide social security account numbers. 
This information will be used by the Department of Health and Human Services to verify the identity 
of individuals filing petitions and to determine their eligibility for payment. This information will also 
be used by the Department of the Treasury to transmit payment data, by electronic means, to the 
financial institutions of individuals deemed eligible for a compassionate payment. Furnishing this 
information on the Petition is voluntary, but failure to do so may delay or prevent the receipt of a 
compassionate payment. 

111.',¥.:.O.u .. 'h<\v~aI1Y. qua.stfon.~, go.totha: Ricky Ray'web'site,·www.t1rsa:goV{bhpr/r[ckyray, or. tall thetoli'free I 
I'number, -1-888-496-0338. 
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PAGEB RICKY RAy HEMOPHILIA RELIEF FUND - PETITION INSTRUCTIONS 

CHicK 
BOX:: ;.: CATEGORYOF ELIGIBILITY 

PERSONS WITH HIV (Continued) 

o The lawful spouse with HIV. 

An HIV infected person who is the 
lawful spouse of an individual with 
a blood-clotting disorder and HIV, 
according to the laws of the place 
where the lawful spouse resides on 
the date this petition is filed. 

Medical documentation showing that the individual with a 
blood-clotting disorder and HIV: 

(1) has (or had) a blood-clotting disorder, such as hemophilia; 

(2) was treated with antihemophilic factor at any time between 
July 1, 1982, and December 31, 1987; and 

(3) has (or had) an HIV infection. 

Medical documentation showing that the lawful spouse with 
HIV has an HIV infection. 

The required medical documentation may be submitted in the 
following forms: 

(a) copies of relevant portions of medical records, records 
maintained by a doctor, nurse, or other licensed health care 
provider, test results, prescription information, or other 
documentation possibly deemed credible by the Secretary 
(!l.g., infusion logs and packing slips); or 

(b) an affidavit, signed under penalty of perjury, by a doctor or 
nurse practitioner, verifying that the medical criteria neces­
sary for a petitioner to be eligible for payment under the Act 
are satisfied. The affidavit must include the doctor's or nurse 
practitioner's state and license number. This affidavit is 
contained in Appendix B. 

Legal documentation: 

A marriage certificate or other proof of a lawful marriage that 
shows that the lawful spouse with HIV and the individual with a 
blood-clotting disorder and HIV are married. 

:iiY9U haYlilany questions; go to. the Ricky Ray web-site; www.hrsa.govlbhpr/rickyray. or callthe toli'freE> 
·1)\lmber;J~8e8"f96'033B. .... . 
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CHECk 
I!OX 

o 

RICKY RAy HEMOPHILIA RELIEF FUND - PETITION INSTRUCTIONS 

'CATEGORY OF ELIGIBILiTY .1:' llEqUIREtJDOCUMENTATION 

PERSONS WITH HIV (Continued) 

The child with HIV who acquired 
an HIV infection through perinatal 
transmission from a mother who is 
the individual with a blood-clotting 
disorder and HIV. 

Medical documentation showing that the individual with a 
blood-dotting disorder and HIV: 

(1) has (or had) a blood-clotting disorder, such as hemophilia; 

(2) was treated with antihemophilic factor at any time between 
July 1, 1982, and December 31,1987; and 

(3) has (or had) an HIV infection. 

Medical documentation showing that the child with HIV: 

(1) has an HIV infection; and 

(2) acquired an HIV infection through perinatal transmission 
from a birth mother who is the individual with a blood­
clotting disorder and HIV. 

The required medical documentation may be submitted in the 
following forms: 

(a) copies of relevant portions of medical records, records 
maintained by a doctor, nurse, or other licensed health care 
provider, test results, prescription information, or other 
documentation possibly deemed credible by the Secretary 
~ infusion logs and packing slips); or 

(b) an affidavit, signed under penalty of perjury, by a doctor or 
nurse practitioner, verifying that the medical criteria neces­
sary for a petitioner to be eligible for payment under the Act 
are satisfied. The affidavit must include the doctor's or nurse 
practitioner's state and license number. The affidavit is 
contained in Appendix B. 

legal documentation: 

A birth certificate or other proof showing that the child with 
HIV is the child of a mother, who is the individual with a blood­
clotting disorder and HIV. 

If yOU'hl!\}e any questions, go to the: Rlcl<y;R$l/web,slle •. www.hrsa;govlllhprfriekyray; oreall the toll-free 
number. 1-888-400,0338. . . . . 
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RICKY RAy HEMOPHILIA RELIEF fUND - PETITION INSTRUCTIONS 

PERSONS WITH HIV (Continued) 

The child with HIV who acquired 
an HIV infection through perinatal 
transmission from a mother who is 
the former lawfu I spouse of an 
individual with a blood-clotting 
disorder and HIV. 

Medical documentation showing that the individual with a 
blood-clotting disorder and HIV: 

(1) has (or had) a blood-clotting disorder, such as hemophilia; 

(2) was treated with antihemophilic factor at any time between 
July 1, 1982, and December 31,1987; and 

(3) has (or had) an HIV infection. 

Medical Documentation showing that the child with HIV: 

(1) has an HIV infection; and 

(2) acquired an HIV infection through perinatal transmission 
from a birth mother who is/was the former lawful spouse 
withHIV. 

Medical documentation showing that the mother with HIV: 
with reasonable certainty contracted HIV from the individual 
with a blood-clotting disorder and HIV. 

The required medical documentation may be submitted in the 
following forms: 

(a) copies of relevant portions of medical records, records 
maintained by a doctor, nurse, or other licensed health care 
provider, test results, prescription information, or other 
documentation possibly deemed credible by the Secretary 
~ infusion logs and packing slips); or 

(b) an affidavit, signed under penalty of perjury, by a doctor or 
nurse practitioner, verifying that the medical criteria neces­
sary for a petitioner to be eligible for payment under the Act 
are satisfied. The affidavit must include the doctor's or nurse 
practitioner's state and license number. The affidavit is 
contained in Appendix B. 

Legal documentation: 

a) A birth certificate or other proof showing that the child with 
HIV is the child of the mother with HIV; and 

b) A marriage certificate or other proof showing that the man 
with the blood-clotting disorder and HIV and the mother 
with HIV were lawfully married. 

If you have.any questions, go to Iii!! RrckYB~y:web'~i(!!,WWW:hrsa.g())IJblipr/ri~kynjy, or call!theloll4ree 
number,1-888-496-0338. .. 
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RICKY RAY HEMOPHILIA RELIEF FUND - PETITION INSTRUCTIONS 

CATEGORY OF'E'UG{/llLity, REQilliiED OOcuMEIinATION' 

3. SURVIVORS FILING AN AMENDMENTTO A PRIOR PETITION 

Survivor or survivors of a person 
with HIV where the person with 
HIV filed a petition, but then died 
before receiving payment. 

legal documentation for spouse survivors: 

(1) a death certificate for the person with HIli, or other evi· 
dence of that person's death; and 

(2) a marriage certificate or other proof of lawful marriage, 
which shows that you were the spouse of the person with 
HIV. 

legal documentation for child survivors: 

(1) a death certificate for the person with HIli, or other evi· 
dence of that person's death; 

(2) for each surviving child, a birth certificate, adoption certifi­
cate, documentation that shows that you are the stepchild of 
the person with HIV (i.&." a certificate of marriage between 
your parent and the person with HIV), or other documenta­
tion which shows that you are the child of the person with 
HIV. 

legal documentation for parent survivors: 

(1) a death certificate for the person with HIli, or other evi­
dence of that person's death; and 

(2) for each surviving parent, a birth certificate, adoption 
certificate, or other documentation which shows that you 
are the parent of the person with HIV. 

If you hav&anyguestlons, \10 iOlhe RiCISY;flliy':WElb-SHe,www:hrsa:govlbhprlrickyray, or call the toll-free 
number;1~BB'496cti338. )" 
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RICKY RAY HEMOPHILIA RELIEF FUNO - PETITION INSTRUCTIONS 

CATEGORYOF fLlGIBILlTY . IlEQUIREt;1·DocUMENTATION 

4. PERSONAL REPRESENTATIVES 

Personal Representatives: 

Personal representatives may file a 
petition for an individual who is 
eligible to receive payment under 
the Act: 

(1) where the eligible individual 
does not have the legal capacity 
to receive payment under the 
Act, as described in §130.35(e); 
or 

(2) where the eligible individual 
does have the capacity to 
receive payment under the Act, 
but only if the sworn statement 
included at the end of the 
petition is signed by the eligible 
individual. 

In all cases, the personal representative must submit all 
medical and legal documentation required for the eligible 
individual. 

In those cases in which the eligible individual does not have the 
legal capacity to receive payment under the Act, a personal 
representative may receive payment for a legally incompetent 
individual by submitting the following written documentation: 

(1) proof showing the eligible individual does not have the 
legal capacity to receive payment under the Act (g,g., a 
birth certificate showing that the eligible individual is a 
minor or other evidence showing that the eligible individual 
is legally incompetent); and 

(2) proof showing that you have the authority to receive 
payment for the eligible individual (g.g., proof of legal 
guardianship). 

If yOU have any questions, !jo toth~RickyRay:web,site, .WVffl.hrsa;govlbhprJrickyray"orcall the toll·free 
number.l~888·496'0338. .. .... .. 
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